Abstract Palliative care psychiatry is an emerging subspecialty field at the intersection of Palliative Medicine and Psychiatry. The discipline brings expertise in understanding the psychosocial dimensions of human experience to the care of dying patients and support of their families. The goals of this review are (1) to briefly define palliative care and summarize the evidence for its benefits, (2) to describe the roles for psychiatry within palliative care, (3) to review recent advances in the research and practice of palliative care psychiatry, and (4) to delineate some steps ahead as this sub-field continues to develop, in terms of research, education, and systemsbased practice.
Introduction
From the earliest stages of the modern hospice movement, there was an acknowledgement of the depth of psychological distress that many dying patients experience. The British physician Cicely Saunders, widely credited with establishing modern standards of hospice care, echoed Tolstoy's reference to "mental sufferings" in a 1963 address to the Royal Society of Medicine. Describing the management of pain in patients with terminal cancer, Saunders observed that "mental distress may be perhaps the most intractable pain of all" [1] . In her later writings, Saunders articulated the concept of "Total Pain," now embodied in the interdisciplinary approach to patient care that characterizes modern-day palliative medicine. Within "Total Pain," Saunders placed emotional distress alongside physical pain and social and spiritual problems, arguing that effective care of dying patients required attention to the relief of suffering in each of these domains [2] .
During the early years of its development, however, palliative care seldom involved psychiatrists. The reasons for this have not been empirically examined, but several barriers to psychiatric involvement in palliative care have been proposed: personal factors, for example, disinterest or uncertainty among psychiatrists about their ability to be of value at the end of life, or palliative care providers' beliefs that they themselves can adequately address psychological distress. Systems-level factors may have also contributed, including funding structures that are unfamiliar or inadequate to compensate psychiatry providers. Practice patterns within the field of psychiatry might also have been at play, as the emergence of palliative care coincided with a movement toward increasingly exclusive reliance on psychopharmacology, and away from psychotherapeutic modes of care [3, 4] .
Nevertheless, more recently, significant progress has been made in expanding the interface between psychiatry and palliative medicine. While palliative care has matured as a field-with, for example, the consolidation of content expertise, formalization of an accredited medical subspecialty, and expansion of services in both hospice care and palliative care consultation-the past decade has also seen significant growth in the development of palliative care psychiatry as a sub-field bridging these two disciplines. Increasingly, psychiatrists have found ways to bring their expert skills and knowledge to the care of seriously ill patients. For example, a small number of academic medical centers have included psychiatrists in their palliative care teams, often in leadership roles [3] . Similarly, one major community hospice has established an in-house psychiatry program to provide access to specialist-level expertise in addressing the emotional distress of hospice patients and their caregivers [5] . Much of the content of palliative care psychiatry has been distilled in a text, the Handbook of Psychiatry in Palliative Medicine [6] , and this body of knowledge has been enlarged and refined by new data from clinical research in several different domains. Taken together, these developments embody a subspecialty field at the intersection of Palliative Medicine and Psychiatry, an emerging discipline that brings expertise in understanding the psychosocial dimensions of human experience to the care of seriously-ill patients and the support of their families.
The present review seeks to capture some of the most recent developments in Palliative Care Psychiatry, and to cast an eye toward the road ahead for this emerging subfield. The goals of the review are (1) to briefly define palliative care and summarize the evidence for its benefits, (2) to describe the roles for psychiatry within palliative care, (3) to review recent advances in the research and practice of palliative care psychiatry, and (4) to delineate some steps ahead as this sub-field continues to develop, in terms of research, education, and systemsbased practice.
What is Palliative Care?
For readers not familiar with hospice and palliative care, a brief review will help to contextualize the role that psychiatrists may play within this broader field of medicine.
Misconceptions abound concerning what palliative care is. In recent public opinion polling, for example, some 70 % of adults describe themselves as "not at all knowledgeable" about palliative care [7] . Even among physicians, low levels of knowledge and misinformed attitudes have sometimes shaped perceptions of palliative care, though survey data on this question shows wide heterogeneity [8] [9] [10] .
One reason for low levels of understanding about palliative care is that different definitions exist. The following definition, which helps to clarify some common misunderstandings, has been recently put forward by the Center to Advance Palliative Care:
"Palliative care is specialized medical care for people with serious illnesses. This care is focused on providing patients with relief from the symptoms, pain, and stress of a serious illness-whatever the diagnosis. The goal is to improve quality of life for both the patient and the family. Palliative care is provided by a team of doctors, nurses, and other specialists who work with a patient's other doctors to provide an extra layer of support. Palliative care can be appropriate at any age and at any stage in a serious illness, and can be provided together with curative treatment" [7] .
The most important-and frequently misunderstoodelements of this definition include the focus on preserving quality of life, attention to suffering in both the patient and caregivers, care that is provided by a team with interdisciplinary expertise, and support that can complement diseaseoriented treatments throughout the entire course of an illness for persons of any age.
What is Hospice?
When a cure is no longer possible, or when disease-modifying treatment is no longer desired, palliative care may become the sole focus of care. Hospice delivers enhanced palliative care, wherever patients live, when prognosis is short and the goals of therapy are to optimize quality of life and function in the final phase of life. Uniquely, hospice services also include bereavement care for family members up to and after a patient's death [11] . In the United States, hospice care is available to patients with a prognosis of 6 months or less, and the services provided are largely governed by the guidelines of the Medicare Hospice Benefit.
Who Practices Palliative Care?
A further distinction is warranted, concerning the nature of palliative care: is it an approach to care, a medical subspecialty, or something else? All physicians, regardless of specialty, should be competent in providing basic or "primary" palliative care: attending to whole-person and family concerns, rooting treatment in an understanding of the illness experience, clarifying basic goals of therapy, and giving due weight to symptom relief and quality of life. A subset of physicians, with further experience or formal training in this set of skills and knowledge, will practice specialized or "secondary" palliative care, often in the role of palliative care consultants and part of a multidisciplinary team. Finally, "tertiary" palliative care is needed for the most challenging cases; it is provided by experts who are also involved in research and education of new trainees in the subspecialty [12•] .
Lastly, Hospice and Palliative Medicine is a subspecialty medical field, formally recognized in 2006 by the American Board of Medical Specialties and the Accreditation Council for Graduate Medical Education. Ten medical boards, including the American Board of Psychiatry and Neurology, sponsor the Hospice and Palliative Medicine subspecialty certification. As of 2012, qualification for the Hospice and Palliative Medicine subspecialty board requires completion of an ACGME-accredited 1-year postgraduate fellowship [13, 14] . As mentioned, palliative care is provided by interdisciplinary speciality teams, and specialist-level training experiences and/or competencies also exist for palliative care nursing [15] , social work [16, 17] , and chaplaincy [18] .
Benefits of Palliative Care
An exhaustive discussion of the benefits of palliative care is beyond the scope of this review, and several excellent summaries can be found elsewhere [12•, 19•] . The following focused review captures the most important clinical and economic benefits that have been observed with palliative care.
Quality of Care
A number of studies have looked at clinical outcomes in different palliative care settings. These include observational and quasi-experimental designs, and, more recently, randomized trials. In general, many of these show improvements in symptom relief, and most show improvements in quality of life. For example, in a retrospective study of over 400 cancer patients, an outpatient palliative care intervention was associated with significant reductions in pain, fatigue, dyspnea, insomnia, depression and anxiety, as well as significant improvements in overall quality of life [20] .
In addition, surveys have consistently reported high levels of satisfaction among family and caregivers. In a nationally representative sample of family members of deceased patients, for example, those who used home-based hospice services (as compared to home health, nursing home, or hospital) reported improved relief of pain, higher levels of emotional support for both patient and family, increased treatment with respect, and higher overall quality of care [21] .
Costs and Resource Allocation
In another line of research, several studies have have examined the relationships between palliative care and medical costs or resource allocation. For example, in a small prospective pre/post performance improvement study, inpatient palliative care consultation was associated with significantly reduced length-of-stay in the ICU, from 16 days with standard care to 9 days with palliative care [22] . Also, in a large study of Medicaid beneficiaries at four acute-care hospitals in New York state, palliative care consultation was associated with substantial reductions in average total costs per admission-with savings of just over $4,000 per patient [23] . Lastly, looking at palliative care in the very final stages of life, a recent study examined data from a longitudinal survey of a nationally-representative cohort of older adults. Substantial reductions in cost were found for hospice enrollees relative to non-hospice matched controls, largely independent of the duration of hospice enrollment [24] .
Survival
Concerns are sometimes raised that the cost savings associated with palliative care stem from poorer survival among patients receiving these services; i.e., "palliative care saves money by shortening life." To the contrary, recent data from well-designed controlled trials indicates that, in some conditions, palliative care interventions may confer a survival benefit. In a 2010 study of adults with metastatic lung cancer at the time of diagnosis, participants were randomized in two treatment arms: standard cancer care alone, or standard cancer care plus palliative care. Patients in the palliative care arm experienced higher scores on measures of quality of life, reductions in depressive symptoms, reduced exposure to "aggressive" care, and improved survival-living on average more than two and a half months longer than their counterparts [25•] .
In summary, palliative care achieves better clinical outcomes than standard care alone. Patients feel better, they report improved quality of life, and caregivers report higher levels of satisfaction. When delivered by a specialist consultation team in a hospital, or in the hospice setting at the end of life, palliative care appears to be less costly than standard care alone, when matched by diagnosis and severity of illness. And finally, emerging data from at least one well-designed study suggests that under some circumstances there may be improvements in survival as well.
The Need for Psychiatry in Palliative Care
Where do psychiatrists fit in to palliative care? As noted, careful attention to addressing "Total Pain" has been one of the central tenets of modern palliative care. With this holistic and all-encompassing view of pain, Saunders advocated for a more person-centered and comprehensive approach to the care of the dying-one that sought to address not just the nociceptive components of a patient's pain, also the emotional, spiritual, social, and experiential dimensions of their suffering as well. Saunders' conception of "Total Pain" has been operationalized by others, and, from the standpoint of identifying the opportunities for psychiatrists to be involved in palliative care, the model advanced by Ferris et al. [11, 26] is particularly useful (Fig. 1) . 
More specifically, psychiatric syndromes, such as depression, anxiety, and delirium, are common in palliative care settings and frequently under-recognized or underappreciated, though they contribute to a substantial burden of suffering for patients and families. In hospice patients, for example, roughly 50 % will experience symptoms of depression, approximately 70 % will experience clinically significant anxiety, and nearly all patients will experience delirium as death nears. Psychiatric conditions are often difficult to differentiate in the setting of serious illness, due to symptom overlap with medical conditions. In addition, palliative care physicians are often uncomfortable with off-label use of psychotropic medications, and they may lack expertise in psychotherapeutic interventions. Taken together, these data point to the value of close engagement of psychiatrists with palliative care teams [27•].
Recent Advances in Palliative Care Psychiatry
In order to capture recent advances in the science and practice of palliative care psychiatry, we conducted a series of semistructured literature reviews using PubMed. Searches were limited to the following major content domains: psychotherapy, depression, anxiety, and delirium. An additional search focused on systems-based or educational developments in palliative care psychiatry. For each domain, MeSH Major Topic headings were searched (e.g. ("palliative care"[MeSH Major Topic]) AND "delirium/therapy"[MeSH Major Topic]), in the three-year range from January 1, 2010 through December 31, 2012. Based on a review of the title and abstract, we identified pertinent clinical trials and any other relevant new empirical research (for example, epidemiologic surveys, psychometric analyses of screening measures, etc.), as well as papers describing novel practice models, educational interventions, or new theoretical work at the interface of psychiatry and palliative care. Papers identified in the systematic review were complemented by any additional pertinent references known to the authors.
Psychotherapy
Several psychotherapies have been adapted to or developed for the setting of advanced, life-threatening illness. Of these, two of the most prominent-Meaning-Centered Psychotherapy and Dignity Therapy-have been recently tested in randomized controlled trials.
Dignity Therapy is a brief individual psychotherapy derived from an empirical model of dignity in terminally-ill patients [28] , with promising data for effectiveness from a phase 1 trial [29] . In a recent multi-site randomized controlled trial, Dignity Therapy (relative to client-centered care or standard palliative care) was associated with greater levels of perceived helpfulness, improved quality of life, greater sense of dignity, and a higher degree of helpfulness to the family. Of note, there were no significant differences in global distress levels, the primary outcome [30•] .
Meaning-Centered Psychotherapy is a short-term intervention grounded in the writings and logotherapy of Viktor Frankl. The treatment seeks to bolster meaning and spiritual well-being in terminally-ill patients, through both individual and group applications [31] . In a small, randomized controlled trial of the group format, participants received either the meaning-centered intervention or supportive group psychotherapy. Subjects in the meaning-centered psychotherapy arm reported significantly greater improvements in their sense of meaning and spiritual well-being, as well as reductions in both anxiety and desire for death [32•] . In a follow-up trial of similar design, the individual format of meaning-centered psychotherapy was also tested. Here, the comparator was therapeutic massage. Again, participants who received the meaning-centered intervention reported significant improvements in spiritual well-being and quality of life, relative to their counterparts in the massage arm. The effect was short-lived, however, as differences in the treatment arms were absent by the two-month assessment [33] .
Depression
Standard antidepressant therapies (SSRIs, SNRIs, etc.) frequently fall short in palliative care populations, because the time-course to effectiveness can be protracted, among other reasons. In patients with very short prognoses, when drugs are to be used, clinicians often select psychostimulants, which have a much more rapid onset of action. Though there is mixed data supporting the use of stimulants for depression in palliative care [34, 35] , in general, careful, time-limited trials are often warranted.
In establishing the effectiveness of psychostimulants as antidepressants, one methodological challenge has been to Fig. 1 Dimensions of distress in advanced, serious illness. From Ferris et al. [11, 26] . Reprinted with permission from Canadian Hospice Palliative Care Association and Frank D. Ferris distinguish the drug's impact on mood from its impact on fatigue. One recent small placebo-controlled randomized trial examined the effect of methylphenidate on both fatigue and depression. In this study, methylphenidate was associated with dose-dependent reductions in fatigue, as well as significant, but less robust, improvements in depressive symptoms relative to placebo [36] .
Ketamine has recently emerged as a promising agent for the rapid treatment of depression: in a series of welldesigned, randomized trials, sub-anesthetic, intravenous administration of ketamine in medically healthy subjects with depression has consistently produced rapid antidepressant effects [37, 38] . Building on this data, a recent open-label pilot study has examined the use of ketamine in the treatment of depression in hospice patients. Subjects received a low dose of oral ketamine, nightly, for up to 28 days. Ketamine use was associated with reductions in symptoms of depression and anxiety: for depression, improvement from baseline was significant by day 14 and remained so through the 28-day trial. For anxiety, improvement from baseline was significant by day 3, and, again, the effect persisted through the 28-day trial. Also of note, there were unexpected reductions in somatic symptoms as well. This small, open-label pilot study has a number of important limitations, and further investigation, with randomized-controlled clinical trials, will be necessary to confirm these findings and clarify the role for this promising treatment in hospice and palliative care [39] .
Anxiety
Anxiety is a common source of distress in patients in palliative care settings, particularly near the very end of life. As with depression, standard pharmacologic treatments have a number of drawbacks, including a delay in effectiveness (with SSRI's, for example) or burdensome side-effects (with benzodiazepines, for example). Further, a recent Cochrane review found insufficient evidence to guide pharmacologic treatment of anxiety in adult palliative care populations [40] . In this context, approaches to managing anxiety frequently emphasize non-pharmacologic interventions, and medication strategies, when used, often rely on off-label treatments.
In addition to the studies mentioned above which showed improvements in anxiety outcomes [32•, 39] , two other recent publications have examined non-pharmacologic interventions to address anxiety in the palliative care setting. Plaskota et al. (2012) [41] report on a small open-label trial examining the effectiveness of hypnotherapy in reducing symptoms of anxiety. The subjects, patients in an inpatient hospice unit, received four sessions of hypnotherapy, and anxiety symptoms were measured using the Hospital Anxiety and Depression Scale. Participants experienced significantly reduced symptoms of anxiety by the second hypnotherapy session, and reductions from baseline remained significant through the fourth treatment [41] . Galfin et al. (2012) [42] describe a randomized controlled trial of a brief guided self-help intervention to target symptoms of anxiety among adult hospice patients. The intervention, a brief form of "concreteness training," is designed to reduce psychological distress by targeting the cognitions centered on worry and rumination. The treatment consists of an initial face-to-face consultation with the provider, followed by 10-minute daily practice for 4 weeks. Participants were randomized to the treatment arm or a four-week control group (which later received the intervention). Subjects in the treatment arm experienced significant reductions in anxiety symptoms, as measured by the Generalized Anxiety Disorder GAD-7. No improvements were seen in reduction of depression or in of quality of life [42] .
Delirium
No clinical trials focused on delirium in the palliative care setting were identified in the systematic review, despite the high prevalence of delirium and its significant contribution to distress in patients and family.
Models of Care, Education, and System-Level Developments
In addition to these advances in the clinical basis for palliative care psychiatry, several recent developments in other areas also warrant mention. One important route to growing the interface of psychiatry in palliative care is to develop educational opportunities for psychiatry trainees interested in this emerging dimension in psychiatric practice. Irwin et al. (2011) [43] present data from a survey of general psychiatry training directors and residents, indicating that, with respect to palliative care psychiatry, formal learning opportunities within general residency programs are lacking, despite a high degree of interest among trainees. Further, they showed that a clinical rotation in palliative care (including supervised clinical activities in a community-based hospice program, communication training, and didactic instruction in palliative care) was associated with significant gains in competence and knowledge, as well as significant decreases in concerns about practicing in the palliative care setting [43] .
Another route to expanding the practice of palliative care psychiatry is to develop models of care that promote integration of psychiatric services into palliative care teams. (Note the important distinction between collaboration on the one hand-having access to a psychiatrist, via consultation-and integration on the other-wherein the psychiatrist is an integral part of the multidisciplinary palliative care team.) Two recent papers describe this kind of integration within cancer hospitals in Japan. Uniquely, in order to qualify for funding support through the federal insurance program, interdisciplinary palliative care teams at cancer hospitals in Japan are required to include a psychiatrist, in addition to other specialists. The requirement stems from Cicely Saunders' notion that addressing "Total Pain" demands a team of specialists practicing interprofessionally to provide comprehensive, whole-person care. Ogawa et al. (2010) [44] examined 2,000 consecutive palliative care referrals in a single cancer hospital in Japan and determined that psychiatrists (as members of the palliative care team) were involved in the care of 80 % of all referrals, with delirium, adjustment disorder, depression, and dementia among the most common issues of focus for the psychiatric specialists [44] . In a further study, the same authors surveyed consult-liaison psychiatrists at 375 government-designated cancer hospitals in Japan. Hospitals with palliative care teams that met the standards of the national medical insurance program (with respect to inclusion of psychiatrists), were more likely to provide access to a full-time psychiatrist and psychiatric outpatient services, relative to cancer centers with palliative care teams that did not include a psychiatrist [45] . Whether this model results in improved quality of care or other desired outcomes remains to be examined.
Lastly Of note, the 2012 exam represented the last opportunity for clinicians to qualify for the exam under the practice pathway. In the future, all examinees will have to have completed an accredited fellowship program in Hospice and Palliative Medicine. Because it is unusual for psychiatry residents to pursue fellowship training in Hospice and Palliative Medicine and most hospice and palliative medicine fellowships will not accept psychiatrist applicants, it is likely that in the future the number of psychiatrytrained subspecialists with the formal certification will be small.
Steps Ahead
What lies ahead for palliative care psychiatry? In terms of clinical developments, much work remains to be done to establish the basic epidemiologic parameters, robust detection, and effective treatment modalities for psychiatric issues in palliative care settings. This work would benefit from a deeper conceptual characterization regarding how to distinguish psychiatric syndromes from the sequelae of medical illness, as well as from normative psychological (i.e., non-pathological) experiences in the setting of a lifelimiting illness. Finally, there is a clear need for more effective interventions for even the most common psychiatric conditions: rapid treatments to relieve depression, strategies to reduce anxiety, approaches to prevent delirium, and tools to minimize agitation in advanced dementia, for example.
New training opportunities and novel models of care will also need to be developed in order to take full advantage of the expertise that psychiatrists can bring to palliative care. As mentioned, trainees have indicated a strong interest in learning about how to apply their new skills in psychiatry to the care of seriously-ill patients [43] , and the task of developing effective learning opportunities will fall to those psychiatrists and training programs that recognize the value that psychiatric expertise can add to palliative care. Hospice and Palliative Medicine fellowship programs will need to find a way to accept fellows from every discipline that sponsors this valuable subspecialty, including psychiatry and neurology. Further, sustainable practice models that emphasize interdisciplinary, whole-person care will need to include psychiatrists.
Lastly, at least two important areas of theoretical work remain to be explored. First, for the most part, psychiatric palliative care has focused on the emotional dimensions of suffering among patients with advanced medical illnesses, and, perhaps to a lesser degree, the management of comorbid psychiatric illness in this setting. In other words, the main thrust of psychiatric palliative care to date has been to bring psychiatric expertise to seriously-ill patients, many of whom had not previously experienced mental illness. Conversely, there has been little attention to developing models for the application of palliative care principles to the care of patients with chronic mental illness, with some important exceptions [44] [45] [46] . Secondly, palliative care practice entails a number of important ethical concerns, some of which bear uniquely on issues relevant to mental health. For example, in the context of making decisions about withdrawal of medical interventions, the presence of depression may raise questions about a patient's decisional capacity. Some work in psychiatric ethics has begun to explore questions like this [47, 48] , but there remains a great need for normative and empirical research in bioethics at the interface of psychiatry and palliative care.
Conclusion
The "mental sufferings" of seriously ill and dying patients, described by Tolstoy in The Death of Ivan Ilych and echoed decades later in the seminal writings of Dame Cicely Saunders [2] , warrant careful attention by palliative care teams. Quite often, the care of patients who experience serious psychological distress in the setting of a serious illness requires input from clinicians with expertise in psychiatric diagnosis and treatment. To this end, the past decade has seen significant strides in the development of a subspecialty field at the intersection of Palliative Medicine and Psychiatry. This emerging discipline brings expertise in understanding the psychosocial dimensions of human experience to the care of dying patients and support of their families. Still, there remain a number of important areas to develop, in areas of clinical care, practice models, and training opportunities.
